Proceedings of the Royal Society of Medicine ture (Fig. lA) . These incisions should not be extended to meet either anteriorly or posteriorly. By making an oblique radial incision from each end of the original linear incision or incisions, it is possible to create an external flap having a broad base, which is essential for adequate blood supply.
The fibrous tissue of the anal canal is freed from the underlying sphincter by sharp dissection. In most cases in which there has been stenosis of several months' duration there will be considerable redundancy of the rectal mucosa. The dissection, therefore, should extend beyond the anorectal line to include such redundancy. This will necessitate freeing the mucosa from the internal sphincter and, in many instances, also from the circular muscle of the lower rectum. The base of the dissected flap is then transfixed with interrupted sutures and the flap excised (Fig. IB) . Care must be taken not to remove so long a strip of mucosa that the subsequent mucocutaneous approximation will be under tension. However, if too much mucosa is left, the suture line may be near the anal outlet, resulting later in ectropion.
The next step is to mobilize the skin flap. This is accomplished by undermining the skin as is done for any sliding graft (Fig. Ic) . Care must be taken to preserve as much blood supply as possible by leaving an adequate layer of fat on the elevated skin. The flap is then sutured to the cut margin of adjacent mucosa, using interrupted sutures in an attempt to obviate strangulation of tissue (Fig. ID) Solitary diverticula of the colon may occur in any portion of the large bowel but are most commonly observed in the cxcum and ascending colon, and they are divided into two groups:
(1) the usual types, and (2) the hidden types.
In a personal series of 11, there were 6 of the so-called "usual" 4ypes and 5 of the "hidden". 2 of the latter were operated upon by my surgical registrars.
The "usual" types are solitary diverticula found on theanterior wall of the cxcum close to the ileocaecal valve and less often in other positions such as on the lateral or medial wall of the cacum or in the hidden area of the retrocxecal space. The "usual" types, i.e. the uncomplicated diverticula, are not often diagnosed prior to operation. If they do produce symptoms, these may resemble those of a grumblinig appendix, but more often than not they are discovered incidentally at operation or at autopsy. Again, they are not frequently discovered on barium-meal follow-through X-ray, but are more likely to be discovered after a barium enema.
It is estimated by Greaney and Snyder (1957) that the surgeon can expect to encounter an uncomplicated solitary diverticulum of the c-ecum about once in 500 laparotomies. According to Mayo (1950) approximately 1 % of cases of diverticula of the colon as a whole occur in the c=cum. There is an equal sex incidence. Complications of diverticula of the right colon occur between the ages of 25 and 40, much earlier than they do with diverticula of the sigmoid colon. Some 280 cases are now available including 11 of my own.
When encountered during operation, such as appendicectomy for recurrent appendicitis, the treatment advocated for the uncomplicated cecal diverticulum is simple excision. Inversion of a diverticulum is an unsound procedure, as it implants the diverticulum, which usually contains ftcal matter, into the bowel wall, and this intramural implantation may be associated with an inflammatory reaction at some future date.
The hidden type of diverticulum of the cecum frequently produces a circumscribed or diffuse tumour which is indistinguishable from carcinoma until the specimen is examined by the pathologist. It produces a hard mass within the wall of the bowel which, by inspection, palpation and superficial dissection, cannot be differentiated from cancer. Lauridsen and Ross (1952) reported a misdiagnosis of carcinoma in the hidden types in over 40% of 153 cases subjected to laparotomy.
These "hidden cases" are associated with enlargement of the mesenteric lymph nodes.
Visual inspection of the interior of the bowel does not aid in the differential diagnosis, nor does the more simple method of investigating the tumour mass by invagination of the cecal wall. In some instances, they present an extensive fixed mass which anchors the cecum inextricably to the adjacent inflamed and fibrotic peritoneum, and more especially to the retrocaecal tissues.
Conservative treatment, with the aid of antibiotics, is of no value. Simple drainage of the parac,ecal fossa is without avail, except where there is a localized abscess. Cxcostomy does not in any way influence the progress of the disease, while partial resection of the cxcum may be complicated by retrocolic cellulitis from leakage at the suture line or obstruction of the ileocxcal valve.
In most instances, therefore, right hemicolectomy with end-to-end ileocolostomy has been the procedure of choice, as it is associated with a low mortality (I to 2%), the immediate and late results are good, the inflammatory process in the bowel wall is excised widely and, should the diagnosis be wrong and the case prove to be malignant disease of the bowel, the correct procedure will have been performed.
In my series the simple, uncomplicated solitary diverticula were treated by excision, whereas the 5 "hidden" cases were all subjected to right hemicolectomy without fatality.
The pre-operative diagnosis in these latter cases is instructive in showing that 83 % were diagnosed as acute appendicitis, 5 % as cancer of the cecum, 40% as appendiceal abscess; 40% as acute diverticulitis of the cecum, and 1 % as acute obstruction, acute cholecystitis, amceboma or acute non-specific ulcer. The hidden diverticulum which produces a hard localized mass in the crcal wall is due to a single small diverticulum which penetrates into the subserosal tissues and ruptures there, producing a hard, inflammatory, fibrotic lump of varying proportions. The diverticular orifice in such instances may be difficult to find, even when the specimen is exposed to view after operation or even when multiple sections are taken through the involved mass. These hidden diverticular tumours of the cecum resemble some of the rare antecolic inflammatory circumscribed masses of the sigmoid loop which, I believe, are caused by the rupture of a solitary diverticulum into the loose subserosal space of the gut which subsequently involves all the layers of the bowel wall.
In conclusion, my advice is that when the surgeon is confronted with the "hidden" type of case he should perform a right hemicolectomy or some modification of this in order to eradicate a chronic inflammatory disease of the caccum, for this disease is unresponsive to conservative measures and indistinguishable from malignant disease of the cecum.
